The method of colostomy care by the washout technique, introduced by Ernest Miles, is that of choice at the Gordon Hospital. The twenty or thirty minutes each day that the patient spends in washing out the bowel enable him, for the rest of the twenty-four hours, to live the life of a normal individual. Except when he may be affected by some gastro-intestinal complaint no ftecal material passes the colostomy between the washouts. The patient wears no collecting bag or dressing and the small covering, used to protect the colostomy from abrasion, is as clean at the end of twenty-four hours as when it was applied. No dietary restriction, except onions, is necessary and no aroma betrays the presence of a colostomy.
twenty-four hours which is enjoyed by those who irrigate the bowel. The washouts can be carried out in a lavatory; where such a facility is not available, the effluent is discharged into a bucket and is easily disposed of.
Three criticisms are levelled against this method: (1) That the apparatus required is bulky and inconvenient; but with modern appliances this is not true. (2) That mucous colitis results from repeated washouts; but I have never seen such a case. (3) That the danger of bowel perforation during the procedure is a risk prohibiting the method; but, if the colostomy is formed so that no stricturing of its orifice exists and if no redundant loops of pelvic colon are left by operation to obstruct the introduction of the tube, the danger of perforation is minimal. In my cases only one such accident has occurred: this patient was admitted to another hospital, suffering from bronchopneumonia, w here his irrigations were carried out by an orderly illtrained in the method and perforation resulted; he was operated on successfully at the Gordon Hospital and resumed colostomy irrigations on recovery.
A film was shown to illustrate the formation of a colostomy, the training-of the patient in its care and the washout carried out after discharge from hospital. High rates have been reported elsewhere, the differences being possibly due to varying histological standards in defining malignancy. None of these 52 patients had ulcerative proctocolitis, though 6 suffered from polyposis coli and are excluded from this analysis. Of the remaining 46 patients, 2 had multiple malignancies. The group consisted of 22 males (47 8 %) and 24 females (52-2%); the proportion of females is much greater than that found at all ages (males 66 %, females .34%). The symptoms and their duration were essentially the same for young and old patients. About half the under-30 group had symptoms for less than six months and about 80 % for less than one year. 10 Treatment Fifteen (32-6 %) of the 46 patients were inoperable, owing to local fixation (11) or visceral metastases (4), when first seen. This proportion is greater than that found in the whole series, which was 23 5 %. Most of the inoperable cases in both series were met in the period when the resectability rate was lower than the present one of 94 %.
In 31 patients the primary tumour was removed, mostly by combined excision of the rectum. Eight (25 8 %) operations were palliative owing to impossibility of complete local removal (6 cases) or to the presence of hepatic metastases (2 cases); this is higher than in the older age groups. Pathology A study of the histology of rectal carcinoma in young patients showed an increase in high-grade tumours (53 *4 %) compared with the general series (20 2%). In only 6-9% of young patients were the tumours of a low grade of malignancy compared with 19-4% in the general series. There was an increase in the mucus-secreting carcinomas.
An analysis of the extent of spread, by the Dukes method, revealed an increased proportion with lymphatic metastases. The proportion of A, B and C cases in young patients was 3 -2 %, 19 3 % and 77 3 %, whereas for the whole series the figures were 14 6 %, 34 -1 % and 51 -3 %.
Prognosis
Twenty-one of the 46 patients (45 6 %) died in the first year. Nine survived five years, a crude survival rate of 19 5 % as compared with 34 7 % for all ages. The ten-year survival rate, which may be regarded as the cure rate, is approximately 16 %, only two-thirds that of the general series.
In comparing the young patients with the whole series the only feature of prognostic value was the presence or absence of lymphatic metastases: of 7 patients without such node involvement 5 survived ten years (71-4%); by contrast 2 out of 24 patients with lymphatic spread survived ten years (8-5%). The accepted gloomy prognosis for young patients with rectal cancer is confirmed only for those with lymphatic metastases; for those without them the outlook is hopeful.
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There are three situations where continence mechanisms are involved:
(1) The normal gentle 'call to stool' is an awareness of something happening in the pelvis which can be simulated by incremental inflation of a balloon in the rectum. The sensation is attributed to stimulation of stretch receptors in the muscle wall of the rectum (Parks et al. 1962) and passes off within one to two minutes as the receptors adapt; this stimulus provokes reflex relaxation of the anal sphincter segment, but there is usually no threat to continence associated with the sensation, probably because intra-rectal pressure rises little and not above the involuntary closing pressure of the anal segment (Edwards & Phillips 1965). (2) Occasionally during health but more frequently in diarrhoeal states and in nonspecific proctocolitis we receive an urgent call to stool which threatens continence. Here it seems probable that a greater increase in intraluminal pressure forces open the inner part of the anal segment so that the pressure receptors of the anal canal mucosa are exposed to the intra-rectal pressure (Duthie & Bennett 1963 , Duthie & Gaims 1960 . This stimulus raises the alarm and we take corrective action by consciously contracting the so-called 'external sphincter'. Sometimes this mechanism is inadequate because the voluntary contraction is neither powerful nor sustained enough to preserve continence. Measurements of the squeeze produced by this contraction show it to be a few tens of mmHg, and to be held for about 50 seconds only, however long we think we are contracting it (Edwards & Phillips 1965 , Gaston 1948 . This aspect of continence against an increase of intra-rectal pressure must be distinguished from continence against an increase of intra-abdominal pressure.
(3) There is always some mucus and often some feces in the rectum. The quantity and consistency vary but we are generally unaware of them and continence involves no conscious action. Occasionally, if we exercise in a stooping position, we may be aware that our unconscious continence mechanism is not gas-tight or water-tight but, in spite of intra-abdominal pressures of 100-200 mmHg, no serious breach of the defences occurs; yet we may still go and deftcate at will. It is with
